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MISSION STATEMENT 
To provide opportunities for information sharing between midwives and to 
promote the profession of midwifery and the need for appropriate legislation so 
that midwives in Newfoundland and Labrador are publicly funded to provide 
evidence-based midwifery care for childbearing families in this province. (2005) 
This Newsletter contains the minutes and reports from the General Meeting held in January. 
There is little to report about regulating midwifery in this province. There are only three 
jurisdictions without regulated midwifery; Newfoundland and Labrador, Prince Edward Island and 
Yukon Territory. 
Is this your last Newsletter? The membership fees for 2011 were due January 1. At the back 
of the Newsletter is a membership form for this year. Being a member keeps you in the 
communication "loop" when there is any news to be shared. 
The Newsletter editor welcomes midwifery news items. Those who submit items are 
responsible for obtaining permission to publish in our Newsletter. The Editor does not accept this 
responsibility. Items for the next Newsletter should be submitted by the end of March. Reports of 
meetings and conferences related to maternity/obstetric care would be welcomed. 
Pearl Herbert, Editor, (pherbert@mun.ca) 
AMNL Annual General Meeting, 
Monday, April18, 2011 at 4:00p.m. (Island time) 
In St. John's the conference call will be taken at Telemedicine/PDCS, HSC. 
(The call may be taken at other Canadian locations, including homes, but when possible please 
share a phone line if there are two or more people calling from the same community.) 
Contact Pearl Herbert for the Pass Code. 
Canadian Association of Midwives 
Annual General Meeting and Conference November 9-12, 2011 
Joint conference with MANA and ACNM at Niagara Falls, ON 
(www.canadianmidwives.org) 
Executive Committee 
President: Pearl Herbert (pro tempore) 
Secretary: Karene Tweedie 
Treasurer: Pamela Browne 
CAM representative: Kay Matthews 
Newsletter Editor: Pearl Herbert 
On leave: Karene Tweedie, 
Minute Recorder: Susan Felsberg 
Cosigner: Susan Felsberg 
Past President: Kay Matthews 
Web page: http://www.ucs.mun.ca/-"pherbert/ Newsletter in HSLibrary 
Summary of the General Meetine, January 24,2011 
On this stormy day there were five members present and four apologies. 
Kelly Monaghan advised that there are five DVDs available for sale. Inquiries to 
kmonaghan@nf.sympatico.ca. The NL Midwifery Model, Standards of Practice, Philosophy and 
Code of Ethics are now on our web site with a link to the national core competencies. 
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Lorraine Burrage reported that the Baby Friendly Initiative crib cards are now available for 
circulation, including the website www.babyfriendlynl.ca with information for new parents, and 
"skin-to-skin" advice. Lorraine said that a Level of Care Classification of hospitals in the province 
is needed. A data list for levels of the established services and their classifications around perinatal 
care is being prepared as standardization of staff and equipment is needed. 
In November Labrador Grenfell Health (LGH) offered the Advanced Life Support in 
Obstetrics (ALSO) program in Happy Valley-Goose Bay. Lorraine would inquire about future 
ALSO courses. [There is one planned for either Gander or Grand Falls, April 1, 2, 3. There will be 
a course in St. John's in June (around the last week). A course in Labrador West in the fall is being 
considered, if they get the numbers required. For information contact Clare Bessell (777-4413, e-
mail: clare. bessell@easternhealth.ca.)] 
Pearl reported that "Alcohol Use and Pregnancy Consensus Clinical Guidelines" is in the 
Journal of Obstetrics & Gynaecology Canada, 32(8) supplement 3, pages S1-S31. CAM was one 
of the stakeholders who endorsed these consensus guidelines. 
Pearl encouraged members, and others, to appear before the pre Budget Consultation 
hearings now travelling around the province, as also is the Opposition Party, to press for midwifery 
regulation within 2011. Ann Noseworthy said that she was interested in presenting at the pre 
budget consultation in St. John's, January 28. 
The next meeting is Monday, April 18. A week later than was planned, because since our 
January meeting the NLPHA has organized a strategic planning day for that date. 
AMNL Midwifery Reeulations Committee 
Karene Tweedie, Kay Matthews, Pamela Browne and Pearl Herbert have finished 
reviewing and updating as necessary, the Midwifery Implementation Committee (1999-200 1) 
documents. A start has been made to draft the College of Midwives By-Laws, but until there are 
midwifery regulations they cannot be completed. 
On November 22 a short update on midwifery in Canada and a covering letter were sent to 
John Peddle, Executive Director, NLHBA to pass to the four Health Board CEOs. 
There is still no information as to how midwifery will fit into the Newfoundland and 
Labrador health care system. Inquiries are being received about how to become registered in this 
province. December 8 those midwives who have expressed an interest in becoming registered, and 
are not yet registered in Canada, were sent a document to enable them to start recording the births 
that they have attended/delivered during the last five years or more. (At present this is for their own 
record.) 
The Council as required by the Health Professions Act is not yet in place, and it is known 
that the first profession registered has to be the Medical Laboratory Technologists. 
• 
• 
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Canadian Association of Midwives (CAM) Kay Matthews is the AMNL representative. 
Kay reported that "nothing dramatic" had arisen in the monthly teleconference meetings. 
However, there are concerns for the Nova Scotia situation where the midwives have all resigned 
and/or were fired at the IWK unit. At the IWK midwifery autonomy was not clearly understood 
and there was no clear understanding of the scope of practice and role of midwives. This is 
thought to be due to the program having been started before the regulations were in place. The 
other two more community-based sites are operating more smoothly. Kay emphasised that 
Newfoundland will need careful education of the health care team before midwifery is 
implemented so that "no one should feel threatened" by the inclusion of midwives. In Ontario an 
inter-professional communication manual is being prepared. This could be helpful to us. 
Saskatchewan has difficulties with the ruling that midwifery practice and birth must take place 
within a 30-minute radius of the hospital. This has created a challenge in providing care to 
aboriginal communities and for other women who live outside the radius. Ontario and BC appear 
to have been able to have this decision reversed in their provinces. 
SOGC has asked CAM to be involved in a proposal to CIDA for a maternal-child health 
care project in Haiti. There are many questions about CAM's potential involvement and 
availability of resources that need to be clarified before CAM can make a commitment. · 
There have been suggestions that the 2015 CAM annual conference be held in St. John's. 
CAM and the Association of Ontario Midwives (AOM) are preparing a bid to hold the 
2017 International Confederation of Midwives (ICM) Congress in Toronto. The successful bidder 
will be announced at the June 2011 ICM Congress in South Africa. 
Some Happenin&s Around the Country 
Nova Scotia media reports. 
http://www. youtube. com/watch ?v=cECPyH 6ahJ A 
http://www .c bc.ca/ canada/nova-scotia/ story /2 0 1 0/12/ 19/ns-centre-wants-i wk -suspended-midwifery 
-program.html 
INFACT Canada Release: January 14,2011 
http://www.infactcanada.ca/whatsnew/who-recommendations-attack.html 
WHO breastfeeding recommendations under attack from industry-funded scientists. Are the 
infant formula and baby foods industries attempting to undermine the World Health Organization 
and globally accepted recommendations that infants are exclusively breastfed for the first six 
months of life? 
The BBC, the Guardian and other media are carrying stories about a new review which is 
published in the British Medical Journal: http://www.bmj.com/cgi/doi/ 10.1136/bmj.c5955. 
The authors, of the article entitled, Six months of exclusive breastfeeding: how good is the 
evidence?, led by Dr Mary Fewtrell, a consultant paediatrician at the UCL Institute of Child Health 
in London, have reviewed the evidence behind the current guidance and say the time is right to 
reappraise this recommendation. Three of the four authors of this study, Mary Fewtrell, Alan Lucas 
and David Wilson, receive funding from the baby food industry. Prof. Lucas in particular plays a 
key role in advising the UK baby food industry, and has opposed the WHO recommendation for 
many years. In 2003 he went so far as to appear for the defence when one of the largest baby food 
companies, SMA Wyeth, which was successfully prosecuted for illegal advertising by the UK 
Trading Standards. 
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INFACT Canada is concerned that this review, of which three out of the four authors 
receive funding from the infant formula and baby foods industries, and the media coverage it is 
generating is being used by the infant formula and baby foods industries in their attempt to weaken 
national policies and legislation recommending exclusive breastfeeding for the first six months of 
life. Exclusive breastfeeding for the first six months of life has been demonstrated to reduce 
respiratory and gastro infectious diseases, childhood obesity, optimize brain and neurological 
development, and reduce the risk of chronic diseases such diabetes, breast cancer and heart disease 
in later life. 
In Canada, complementary foods are already labeled to imply that these foods be used 
before the age of six months. This is in contradiction to Health Canada's infant feeding policy of 
exclusive breastfeeding for the first six months of life. 
In response to the article in the British Medical Journal, the World Health Organization's 
Head ofNutrition, Francesco Branca stated: "WHO's global public health recommendation is for 
infants to be exclusively breastfed for the first 6 months of life to achieve optimal growth, 
development and health. Thereafter, infants should be given nutritious complementary foods and 
continue breastfeeding up to the age of2 years or beyond. WHO closely follows new research 
findings in this area and has a process for periodically reexamining recommendations. Systematic 
reviews accompanied by an assessment of the quality of evidence are used to review guidelines in a 
process that is designed to ensure that the recommendations are based on the best available 
evidence and free from conflicts of interest. The paper in this week's BMJ is not the result of a 
systematic review. The latest systematic review on this issue available in the Cochrane Library was 
published in 2009 ("Optimal duration of exclusive breastfeeding (Revie'Y)", Kramer M. S, 
Kakuma R. The Cochrane Library 2009, Issue 4). It included studies in developed and developing 
countries and its findings are supportive of the current WHO recommendations. It found that the 
results of two controlled trials and 18 other studies suggest that exclusive breastfeeding (which 
m.eans that the infant should ha~e only breast milk, and no other foods or liquids) for 6 months has 
several advantages over exclusive breastfeeding for 3-4 months followed by mixed breastfeeding. 
These advantages include a lower risk of gastrointestinal infection for the baby, more rapid 
maternal weight loss after birth, and delayed return of menstrual periods. No reduced risks of other 
infections or of allergic diseases have been demonstrated. No adverse effects on growth have been 
documented with exclusive breastfeeding for 6 months, but a reduced level of iron has been 
observed in developing-country settings." 
Notes 
When assessing the BMJ-Fewtrell data the following points should be borne in mind: 
· This is not a report on new data - it is observational only. 
· WHO's policy arose from a review of 3,000 studies on infant feeding. 
· Keeping recommendations under review and randomised controlled trials in progress is good 
practice; this paper is pre-empting the results of these. The study implies that delayed introduction 
of solid foods may be linked to increased obesity - this is total conflict with the studies which show 
that early introduction - particularly of sugary foods is an important factor behind the obesity 
epidemic. Breastfeeding may actually help in the development of taste receptors . 
. 
• 
' 
• 
. The argument to introduce solids at 4 months to prevent coeliac disease and allergies was 
summarised by ESPGHAN in late 2009 and was considered by many to be flawed. See press 
release: http://www. babymilkaction. org/press/press23 dec09 .html. 
· the UK Scientific Committee on Nutrition (SACN) and the Committee on Toxicity (COT) are 
reviewing the evidence on solid foods and coeliac disease. The draft opinion is NOT FINAL BUT 
is on the SACN website with the Agenda papers for next week's SACN meeting. See paper 
SMCN/11 /01 downloadable from 
http:/ /www.sacn.gov .uk/meetings/sub_groups/matemal_ child_nutrition/190 120 11.html 
· SACN use international growth charts to describe the optimal pattern of infant growth in the UK 
(UK-WHO charts). These are based on studies of babies in 7 countries around the world and no 
significant difference was found between their growth profiles. The proposal from the four 
scientists that babies are treated differently depending on where they live conflicts with the 
findings of this research. The mean age at introduction of solids to this cohort of breastfed infants 
in the WHO studies was 5.4 months (or" .. about 6-months".) 
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· The UK policy is to introduce complementary foods at around 6-months and progress 
responsively, in line with individual babies' progress and acceptance. Not all babies need solids at 
the same time: in every aspect of infant development there is a wide range of normal. Very 
importantly the introduction of the new policy in 2003 has been associated with a marked reduction 
in the numbers of mothers giving solids very early (i.e., before 4-months). Since it is widely 
accepted that very early introduction carries greater risk (particularly of coeliac disease), the UK 
policy could be considered from this perspective a success. 
· The practice of 'baby-led weaning' is becoming more widespread, where babies are allowed to 
experiment with appropriately prepared family foods and decide for themselves when to eat. 
Experience in this area suggests that babies naturally start to ingest complementary foods at around 
6 months of age, when various developmental factors (hand-eye coordination, mastication ability 
etc.) come together. This may be an evolved natural behaviour that has been lost through the 
practice of spoon feeding prepared cereal paps. Further research is required in this area. 
· Marianne Monie, Chair of the UK Breastfeeding Network, made an important point about the risk 
of swine flu: "The evidence supports introducing food when a baby is developmentally ready at 
around 6 months. Introducing food or infant formula before that time increases the risk of 
infections. Questioning the wisdom of the six-month guideline at a time when babies are at risk of 
catching swine flu is unfortunate, because exclusive breastfeeding reduces the risk of secondary 
infections that can be serious enough to need hospital admission. Parents should not feel pressured 
into rushing their baby onto solid food. Waiting until around six months gives another two 
valuable months of additional protection against chest and stomach infection." 
For more information contact: Elisabeth Sterken, MSc, RD 
Director INF ACT Canada esterken@infactcanada.ca Telephone: 416 595-9819 
Research 
Infant-feeding practices after opening a human milk bank. RCM Midwives Magazine, June/July 
2010, page 22. After reviewing the following article Jan Wallis reports, "The availability of donor 
milk has reduced by 23% the proportion of infants who receive infant formula" . 
Ultrera Torres, M. et al. (201 0). Does opening a milk bank in a neonatal unit change infant feeding 
practices? A before and after study. International Breastfeeding Journal, 5:4, 
http://www.intemationalbreastfeedingjournal.com/content/pdf/ 1746-4358-5-4.pdf 
BleedinK Disorders 
Society of Obstetricians and Gynaecologist of Canada (SOGC) Recommendations for the 
management of bleeding disorders. 
1. Inherited bleeding disorders should be considered in the differential diagnosis of all patients 
presenting with menorrhagia (II-2B). The graphical scoring system presented is a validated tool 
which offers a simple yet practical method that can be used by patients to quantify their blood loss 
(II-2B). 
2. Because underlying bleeding disorders are frequent in women with menorrhagia, physicians 
should consider performing a hemoglobin/hematocrit, platelet count, ferritin, PT (INR) and APTT 
in women with menorrhagia. In women who have a personal history of other bleeding or a family 
history of bleeding, further investigation should be considered, including a vWD workup (factor 
VIII, vWF antigen, and vWF functional assay) (II-2B). 
3. Treament of menorrhagia in women with inherited bleeding disorders should be individualized 
(III-B). 
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4. An inherited bleeding disorder is not a contraindication to hormonal therapy (oral contraceptives 
[II-IB], depot medroxyprogesterone acetate (DMPA) [II-3B], danazol [II-2B], GnRH analogs [II-
3B]) or local treatments (levonorgestrel-releasing IUS [II-IB]) and non-hormonal therapy 
(antifibrinolytic drug tranexamic acid [II-IB]) as well as desmopressin (II-I B). These therapies 
represent first line treatment. Blood products should not be used for women with mild bleeding 
disorders (III-A). 
5. In women who no longer want to preserve their fertility, conservative surgical therapy (ablation) 
and hysterectomy may be options (III-B). Clinicians may consult the "SOGC Clinical Practice 
Guideline: Guidelines for the Management of Abnormal Uterine Bleeding" for an in-depth 
discussion of the available therapeutic modalities, both medical and surgical. To minimize the risk 
of intra-operative and post-operative hemorrhage, coagulation factors should be corrected 
preoperatively with post-operative monitoring (II-I B). 
6. Girls growing up in families with a history ofvWD or other inherited bleeding disorders should 
be tested premenarchally to determine whether or not they have inherited the disease to allow both 
the patient and her family to prepare for her first and subsequent menstrual periods (III-C). 
7. In adolescents presenting with menorrhagia, an inherited bleeding disorder should be excluded 
(III-B). When possible, investigation should be undertaken before oral contraceptive therapy is 
instituted, as the hormonally induced increase in factor VIII and vWF may mask the diagnosis 
(II-B). 
8. Pregnancy in women with inherited bleeding disorders may require a multidisciplinary approach. 
A copy of their recommendations should be given to the patient and she should be instructed to 
present it to the health care provider admitting her to the birthing centre. Women with severe 
bleeding disorders or with a fetus at risk for a severe bleeding disorder should deliver in a hospital 
(level three) or where there is access to consultants in obstetrics, anesthesiology, hematology, and 
pediatrics (III-C). 
9. Vacuum extraction, forceps, fetal scalp electrodes, and fetal scalp blood sampling should be 
avoided if the fetus is known or thought to be at risk for a congenital bleeding disorder. A 
Caesarean section should be performed for obstetrical indications only (II-2C). 
10. Epidural and spinal anesthesia are contraindicated if there is a coagulation defect. There is no 
contraindication to regional anesthesia if coagulation is normalized. The decision to use regional 
anesthesia should be made on an individual basis (III-C). 
• 
' 
I 
11.The risk of early and late postpartum hemorrhage is increased in women with bleeding 
disorders. Women with inherited bleeding disorders should be advised about the possibility of 
excessive postpartum bleeding and instructed to report this immediately (III-B). 
12. Intramuscular injections, surgery, and circumcision should be avoided in neonates at risk for a 
severe hereditary bleeding disorder until adequate workup/preparation are possible (III-B). 
Gynecological and Obstetric Management of Women with Inherited Bleeding Disorders. (2005, 
July). Journal of Obstetrics and Gynaecology of Canada, 27(7), 707-718. 
http://www.hemophilia.ca/files/JOGCjuly05.pdf 
Descriptions of some disorders 
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Liz Hay, a haematology specialist midwife in England, has written three articles for midwives 
describing some bleeding disorders. For all conditions there is a need for good history taking. Cord 
blood samples should be sent for assessment, and the baby should receive oral vitamin K. There is 
no contraindication for breastfeeding. Hay's recommendations for care are similar to those 
provided by SOGC so are not repeated below. 
There will be blood (Hay, RCM Midwives Magazine, February/March 2010, pages 30-31.) 
The von Willebrand factor (vWF) is a protein that is produced in the endothelial cells lining 
the walls of blood vessels, and is a carrier protein for factor VIII. vWF helps to bind platelets to 
form a platelet plug when there is bleeding. The von Willebrand's disease (vWD) is inherited. 
Type 1 is the mildest and most common form, accounting for up to 75% of all cases. The child 
would have inherited one defective vWF from either parent. With the effect of estrogen, this type 
of the disorder usually normalises in pregnancy and does not need treatment. Type 2 accounts for 
about 25% of cases and is inherited from either of the parents and does not normalise during 
pregnancy and is associated with progressive thrombocytopaenia. It does not respond to 
desmopressin. Type 3 is the rarest forn1, and both inherited vWF genes are defective. There is 
almost complete absence ofvWF. During pregnancy women with vWD should have their vWF and 
platelet count monitored four-weekly, frequency depending on the levels, and before any invasive 
testing. Treatment begins at the start of labour with tranexamic acid (a fibrinolytic inhibitor) and 
continues for five days. The third stage of labour should be managed actively, and there is an 
increased risk of secondary postpartum haemorrhage. 
When Blood Doesn' t Clot (Hay, RCM Midwives Magazine, April/May 2010, pages 40-41.) 
Haemophilia may affect women (low level carriers) and impacts on both pregnancy and 
birth. Haemophilia A and B are sex-linked deficiencies of factor VIII and IX respectively. Males 
are fully affected, and females are carriers, who may have reduced levels of factor VIII/IX. The 
women have some mild bleeding symptoms and need treatment at the time of dental extraction and 
surgery. Low-level haemophilia B carriers may need treatment around the birth, as factor IX levels 
do not rise during pregnancy. Factor VIII levels rise significantly. Haemophilia A is about five 
times more common than haemophilia B. The disorders are clinically indistinguishable and may 
only be differentiated on a laboratory assay of the clotting factors. 
During pregnancy factor levels should be assessed at booking and again at 32 weeks' 
gestation. Factor VIII rises in pregnancy, so low-level carriers will normalise during pregnancy and 
have no bleeding problems during the birth. As levels of factor IX do not rise, low-level carriers of 
Haemophilia B require factor IX concentrate at the start of labour. 
Fetal sexing when the mother is a carrier or suspected of being one, helps planning for 
labour. A male fetus will have a 50-50 chance of being affected and thus be at risk of 
cephalhaematoma and/or intercranial bleeding. Individualised birth care plans for affected women 
are developed at 36 weeks' gestation in consultation with a haematologist. 
In the postpartum Factor VIII levels fall rapidly after the birth, and low-level carriers of A 
and B are at increased risk of primary and secondary postpartum haemorrhage. Appropriate 
treatment should continue for up to five days postpartum. 
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Factor replacement should be available for the baby, if affected, or in the event of suspicion 
of intra cerebral bleeding, while awaiting diagnosis. 
http:/ /issuu.com/redacti vel docs/may_mag_2 0 1 0 
http://www.hemophilia.ca/en/educational-material/printed-documents/ 
A Paucity of Platelets (Hay, RCM Midwives Magazine, June/July 2010, pages 38-39.) 
Thrombocytopenia, a reduction in the platelet count below the normal range, is the most 
common of the acquired bleeding disorders. A platelet count below the expected norm in 
pregnancy should not be dismissed, even if the count is marginally low. The count should be 
repeated and the results reviewed in the context of the woman's history and health in this current 
pregnancy. Causes are numerous and there may be coexisting medical conditions that exhibit 
thrombocytopenia, such as HIV infection, pre-eclampsia and pregnancy-induced hypertension, 
disseminated intravascular coagulation (DIC) and haemolysis and elevated liver enzymes and low 
platelet count (HELLP) syndrome. 
Gestational thrombocytopenia complicates about 5% of pregnancies. There is about a 10% 
decrease in the normal maternal platelet count, and is most noticeable in the third trimester. There 
is an increased consumption of platelets within the placental circulation and hormonal inhibition of 
platelet production. Women with gestational thrombocytopenia should have an urgent full blood 
count on admission in labour. If the platelet count is low advice should be sought and regional 
analgesia should be avoided. By 6 weeks postpartum the platelet count is back to normal. 
Immune thrombocytopenia purpura (ITP) complicates 0.01 to 0.05% of pregnancies. There 
is a low platelet count but otherwise a normal clotting picture and blood film, and no other 
coexisting medical condition. ITP is caused by the destruction of platelets by antibodies against 
antigens on the platelet cell membranes. ITP may have serious implications for both maternal and 
fetal/neonatal well being. At the start of a pregnancy the platelet count will be low and fall to a 
level lower than that seen in gestational thrombocytopenia. Most women are asymptomatic but 
bleeding may present as spontaneous bruising and/or petechiae. The platelet count usually falls as 
the pregnancy progresses. Intravenous immunoglobulin may be used in women with a particularly 
low platelet count to bring about a rapid platelet rise, but not all women respond to this treatment, 
and they are said to have resistant ITP. A platelet infusion may be required but any response will 
not be sustained. With joint consultation and individualised birth care plan is developed for each 
woman. Immunoglobulin, steroids and/or platelets may all be necessary. The aim is to minimise 
bleeding risk while maximising the possibility of a normal vaginal birth. Induction of labour is 
avoided in most cases. Elective cesarean section offers no benefit to either mother or baby. 
Fetal/neonatal risk occurs because of placental transfer of anti-platelet autoimmune 
antibodies which then result in fetaVneonatal thrombocytopenia (with or without a bleeding 
tendency, depending on levels). The low~st level is reached at approximately five days after birth. 
A sample of cord blood should be taken to assess neonatal platelet count after birth, and depending 
on the results further monitoring of the platelet count should continue. The neonate usually 
requires no treatment and the platelet count should normalise within six to eight weeks. 
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ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP 
2011 
Name: 
---------------------------------------------------------------------(Print) (Surname) (First Name) 
All Qualifications: -------------------------------------------------------
Full Address:--------------------------------
(home) 
Telephone No. ---------------------- Fax No. --------------------------
(work) 
E-mail Address:-------------------------------------------------
Work Address: -------------------------------------------------------------
Area where working: ---------------------------------------------------
Retired: Student: 
,__,_,_,,__ -------------
Unemployed:-----------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded without 
your consent. 
Provincial: 
-----------------------------------------------
National: 
----------------------------------------------------
International: 
--------------------------------------------------------
Would be interested in participating in a research project if asked: Yes 
--
No 
-----
For midwives who pay $75.00 ($20.00 AMNL membership fee and $55.00 CAM membership fee): 
If you do not agree to your address, postal and Internet, being released to CAM tick here: No release: ___ _ 
I wish to be a member of the Association of Midwives and I enclose a cheque/money order from the post office 
for: $ 
-------------(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). Membership and financial year from January l to December 31. 
To be a member of AMNL and receive the electronic quarterly AMNL newsletter $20.00 
For AMNL members also to be members of Canadian Association of Midwives (CAM) add $55.00 (Total $75.00) 
[$75.00 includes AMNL membership and CAM membership, including the 4-monthly CAM research/practice journal.] 
Membership for those who are residing outside of Canada $20.00. Correspondence will be by e-mail. 
Signed: Date:------------
Return to: Pamela Browne, Treasurer, Box 1028, Stn. C, HVGB, Labrador, NL, AOP 1 CO 
r 
